N ursing long has struggled to define and delineate those functions and responsibilities that are solely that of the nurse. In addition, nurses have held the commitment to improve their practice and assure quality care. Although difficult, both objectives are necessary. For until a profession can fully articulate its unique contribution, and assure the quality of that contribution, it cannot validate and defend the necessity of its existence.
These are times of financial retrenchment and compromise in health care delivery. These are also times of increasing shortages of well prepared and qualified nursing professionals. It is crucial that nursing be able to clearly define those functions that its members should perform for the well being and health of individuals.
Nursing diagnosis can be regarded as one mechanism through which nurses can better delineate their practice and assure quality in that practice.
NURSING DIAGNOSIS: A NEW RESPONSIBILITY?
Nurses may regard nursing diagnosis as a new activity in their practice. However, historically, the concept has been an integral part in the Nursing diagnosis can be regarded as one mechanism through which nurses can better delineate their practice and assure quality in that practice.
nurse's organized approach to care. In 1859, Florence Nightingale wrote in Notes on Nursing, "The most important practical lesson that can be given to nurses is to teach them what to observe-how to observe-what symptoms indicate improvementwhat the reverse-which are of importance-which are of nonewhich are the evidence of neglect and of what kind of neglect" (1946) . This thorough and systematic assessment was to serve as the basis for determining if an alteration in the health state had occurred, and the etiology of that alteration. Nightingale's understanding of the activities basic to nursing care served as a foundation for the profession. As theory developed, the relevance of Nightingale's ideas became apparent. Fry (1953) categorized the assessments called for by Nightingale. She encouraged nurses to assess five areas of client need relevant to treatment, hygiene, environment, learning, and human self. Following the assessment, Fry directed the nurse to proceed in making "a nursing diagnosis." Hall (1955) proposed that nursing care is actually delivered through a series of integrated activities which constitute a process. Later theorists, including Johnson, Orlando, and Weidenbach, identified three specific phases or steps in the process: assessment, decision making, and action (Stelzer, 1982) . It became clear that Fry's term "diagnosis" described that decision making activity that followed the nursing assessment phase and that gave direction to the nurse action phase.
Throughout the 1950s and 1960s, nursing debated the term used by Fry. The terminology, rather than the activity associated with nursing diagnosis, fostered the greater concern. Nurses agreed that assessment and decision making regarding that assessment were part of their practice, but they were unsure of what to label that activity.
Because many nurses identified the term "diagnosis" with medical activities, they were hesitant to rec-ognize it as part of their professional activities. "Problem identification," "statement of needs," and "nursing inferences" were alternative terms. By the late 1970s, nurses recognized that the practice of nursing and medicine differ, not because physicians diagnose and nurses do not, but because they diagnose separate phenomena.
The physician's diagnosis focuses on the abnormalities in the structure or function of a human system. The nurse's diagnosis focuses on the individual's response to that altered structure or function, and considers how that response will affect activities of daily living.
As defined by Carpenito (1987) , "Nursing diagnosis is a statement that describes the human response of an individual or group which the nurse can legally identify and for which the nurse can order the definitive interventions to maintain the health state or to reduce, eliminate, or prevent alterations."
The acceptance of nursing diagnosis by the profession was enhanced by several forces. In 1973, the American Nurses' Association (1973) pu blished Standards ofPractice in which Standard II states "nursing diagnoses are derived from health status data." In the 1980 ANA Social Statement Policy (1980), nursing is defined as "the diagnosis and treatment of human response to actual or potential health problems." Also, as state nurse practice acts were revised in the 1970s, nursing diagnosis was included as a function of the professional nurse.
Even though use of nursing diagnosis in the profession increased in the early 1970s, collaboration or consensus as to terminology or scope was lacking. Recognizing this need, a national conference was held in 1973. The National Conference on Classification of Nursing Diagnoses met to identify specific functions of nursing amenable to diagnoses and to develop a system for classifying them.
The National Group now has met in seven additional conferences and has continued the development and refinement of diagnostic categories. The Group is composed of nurses from the United States and Canada, representing various dimensions of nursing, including practice, education, and research. As an outgrowth of the National Conferences, the North American Nursing Diagnosis Association (NANDA) was formed.
The list of nursing diagnoses developed and approved by the members of NANDA is referred to as a taxonomy of diagnostic categories. To assist the nurse in the diagnostic process, each diagnostic category has four elements.
The first element is the label, which describes the individual's health state. It is this label that will be used in the nurse's diagnostic statement. Also, each category includes a definition of the label to assure agreement among nurses about the meaning of the label. A third component in each diagnostic category is a list of defining characteristics. These are the signs and symptoms that the nurse observes in the individual. The fourth component in the category is a list of risk factors or etiologies that contribute to the development of the alteration.
DETERMINING THE NURSING DIAGNOSIS
The nursing diagnosis can be thought of as a concluding statement that summarizes the data collected during the nursing assessment. This concluding statement can be made only after carefully analyzing the information and comparing it with theoretical and scientific understandings. A correct nursing diagnosis, therefore, is dependent on a thorough and significant assessment.
A diagnosis based on one isolated piece of information is not sound, but rather, should be supported by additional patterns noted in subjective or objective data. For example, a worker's report of insomnia does not clearly substantiate a nursing diagnosis, but supportive data that include increased job related stress, irritability with coworkers, and expressed concern regarding job security, do support the nursing diagnosis of anxiety.
Since the practice of stating formal nursing diagnosis is new to nursing, many formats are being used by nurses today. A clear and widely accepted format for the diagnostic statement is one recommended by Carpenito (1987) , which includes three phrases.
The first phrase is the diagnostic label itself, which describes the health status of the individual. To assure that the alteration will be described concisely and in a widely understood manner, it is important that the NANDA diagnostic label be used. The second phrase in the diagnostic statement identifies the reason or etiology of the health alteration. It is connected to the nursing diagnostic label with the words "associated with" or "related to." The third phrase includes the observed signs and symptoms, which validate the nursing diagnosis. These defining characteristics are preceded by the words "as evidenced by." For example:
Alteration in comfort level is the diagnostic label; related to thermal burn is the etiology; as evidenced by reports of pain, crying, grimacing, and inflamed dorsal surface of left hand are the defining characteristics.
In this example, the health alteration exists; it is an actual problem. Nursing interventions are instituted that reduce or resolve the alteration.
At times, data that are collected during a nursing assessment may lead to the identification of health alterations which may develop (Carpenito, 1987; Kim, 1987) . A potential nursing diagnosis describes a state in which risk factors are present that could lead to a health alteration, unless specific nursing interventions are initiated. For example:
Potential for injury to lower back is the diagnostic label; related to poor body mechanicswhile lifting heavy objects is the etiology.
In the event of nursing diagnosis of a potential health alteration, nurs-ing interventions are directed toward reducing risk factors. Defining characteristics or evidence do not exist, since the event has not actually occurred.
At times during a nursing assessment, data are inconclusive, yet sufficient to suggest that possibly a nursing diagnosis does exist. In this situation, Kim (1987) suggests that a tentative nursing diagnosis should be established to maintain focus on the problem until additional data can be collected to either validate or dismiss the diagnosis. In such a case, the diagnosis is termed "possible." For example:
Possible injury (poisoning) is the diagnostic label; related to salmonella contamination of vendor foods is the etiology.
A diagnostic statement that identifies a possible health alteration directs the nurse to collect further data relevant to the alteration. As with potential diagnoses, no phrase provides evidence or defining characteristics, since such data have not been observed.
HOW DOES USE
OF NURSING DIAGNOSIS PROMOTE QUALITY CARE? The use of nursing diagnosis requires thinking about nursing activities in new ways. Traditionally, nurses have collected and organized health data following the medical model of a physical systems review.
To determine nursing diagnoses, assessment data are organized by the diagnostic categories. For example, nurses still may be conceptualizing their care goals and interventions in relationship to specific disease entities. Asking the question, "What can I do for a client with chronic obstructive lung disease?" is not as productive as asking, "How can I intervene when the client is experiencing ineffective airway clearance related to mucus accumulation, as evidenced by diminished vesicular sounds, bronchial rhonchi, and respiratory rate of 36/min?"
In the event of nursing diagnosis of a potential health alteration, nursing interventions are directed toward reducing risk factors.
For the medical diagnosis, nurses have few independent strategies. For the nursing diagnosis, nurses have a wide range of interventions, including coughing and deep breathing exercises, postural drainage, forcing fluids to liquefy secretions, and suctioning.
What are other benefits beyond developing a more complete and nursing directed plan of care for the individual? Are there more global positive outcomes in terms of quality of care? Is it worth the effort it will require of nurses to reconceptualize their practice? Nursing diagnosis can improve quality of care in various ways.
Standards for Care. Perhaps the most obvious avenue by which the use of nursing diagnosis will promote quality nursing is by standardizing care. Each diagnostic label helps the nurse to develop a concept of that health state, of the assessments that should be made to identify that state, and of the signs and symptoms which will be exhibited by the individual experiencing it. In addition, effective interventions become accepted standards of care for that diagnosis. In this way, nursing actions are selected in a definitive and goal directed manner rather than in a hit-or-miss approach.
Improved Assessment. Nursing diagnosis also can promote quality nursing care by providing a system for collecting and organizing data that is more significant to nursing actions. Using the diagnostic categories to collect data leads the nurse Glasgow to conclusions about issues that are in the realm of nursing responsibilities and interventions.
The nurse is not dependent on the physician's medical diagnosis, but rather looks to the individual's response as a directive for nursing interventions. It is important to comment that not all nursing activities stem from the nursing diagnosis, only those independent functions. Because of the interdependent nature of nursing and medicine, some nursing activities are medical interventions prescribed by the physician and delegated to the nurse.
Clarification of Role and Responsibilities. Quality in nursing care is promoted when the role and responsibilities of the nurse are clearly defined and widely communicated. Nurses are alerted to the full scope of their practice with a comprehensive list of diagnostic categories.
In many settings, basic plans of care are developed for commonly occurring health problems. These plans include a full range of possible diagnoses. For example, the medical assessment of a worker following a fall would include such categories as the musculoskeletal system and the neurological system. A plan of care based on nursing diagnoses would encourage the nurse to investigate additional areas. Using the nursing diagnostic categories, data might indicate intolerance to activity, altered comfort level, alteration in skin integrity, and potential for repeated injury.
Improved Communication. Communication among nurses is enhanced when nursing diagnoses are used to describe the individual's care needs. The terms of nursing diagnoses provide an efficient, clear, and standardized means for nurses to describe the individual's health status to each other as well as other health professionals. This, in turn, more clearly conveys the need for specific nursing actions.
When nurses can concisely and consistently communicate assessments and directives for care, greater continuity and quality of care results. For example, the nurse who reports that an individual is "acting out" has not conveyed assessment findings or directives for care. The nurse who conveys the nursing diagnosis of "Potential for violence related to recent loss of job, financial stress, and thoughts of paranoia as evidenced by threats of striking supervisor and abusive verbalizations" has given more directives for nursing intervention.
Evaluation. Nursing diagnoses can serve as criteria for measuring the thoroughness of care received by the individual. Nursing actions can be judged in terms of comprehensiveness of the diagnoses identified and also the quality of interventions generated for those diagnoses.
For example, nurses in an urgent care facility may have noted that initial care of persons with minor burns usually includes these diagnostic categories: altered comfort, fear, knowledge deficit, and altered skin integrity. When assessing the quality of care received, the following questions are appropriate: Were the person's comfort needs assessed and met in relation to an altered level of comfort? Did they understand the procedures to care for the wound as related to knowledge deficit? Have they been given the opportunity to verbalize concerns and receive emotional support related to fear? Were appropriate measures initiated to protect tissue from infection related to the altered skin integrity?
Directives for Research. Nursing diagnostic categories can serve as a focus for clinical nursing research. Such questions as, "How do nurses determine when an individual is experiencing hopelessness?" or "What nursing interventions promote urinary continence in an individual?" really.get to the crux of nursing's responsibilities. Such questions asked and answered in a scientific manner will improve nursing practice. Frequently, the complaint is heard that nursing research is irrelevant to nursing practice. Nursing diagnoses can guide research to make it more relevant to daily practice concerns.
ADAPTING NURSING
DIAGNOSES TO OCCUPATIONAL HEALTH NURSING The concept of nursing diagnosis has been developed in a way to provide flexibility and adaptability in its use. Although it is important to provide consistency in the diagnostic statement through use of the taxonomy, certain features make nursing diagnoses flexible to suit a variety of practice settings.
The nursing diagnostic categories appear to focus only on the individual, but in fact they can be statements describing the health state of a group of persons. Carpenito's definition of nursing diagnosis clearly identifies a group of individuals as a potential focus of the diagnosis. This feature of group assessment and diagnosis is particularly useful for occupational health nurses.
These nurses are frequently called on to focus on a health problem affecting a total group rather than one individual. For example, when investigating the working conditions of a group of foundry workers, the following nursing diagnosis is appropriate:
Hyperthermia is the diagnostic label; related to proximity to furnaces and poor ventilation is the etiology; as evidencedby environmental temperature of 120 0 F, acerage body temperature of 10rF orally, profuse ssseazing and teeaeness are the defining characteristics.
This diagnosis reflects the health state of the total group of individuals. The nursing goals and strategies would be directed toward the total group.
Much of the occupational health nurse's role is in the realm of disease prevention and health promotion. One approach to this aspect of nursing is through use of the diagnostic category, alterations in health maintenance. It is defined as "the state in which the individual experiences, or is at risk of experiencing, a disruption in his present state of wellness because of an unhealthy lifestyle" (Carpenito, 1987) .
After recognizing such patterns as obesi ty, inadeq uate exercise, or smoking, the nurse would be led to this diagnostic category. Goals and interventions stemming from the nursing diagnosis could include further screening activities, educational programs, and lifestyle modification programs.
Use of the potential dimension in stating nursing diagnoses also is appropriate when dealing with preventive health programs. For example, the nurse may diagnose: Potential for injury related to work with drills, hammers, and sanding equipment as evidenced by airborne debris. This diagnosis could serve as the directive for a campaign to assure the regular use of safety goggles, the development of a first aid protocol for eye injuries, and an exploration of mechanisms to contain debris within the workers' equipment.
Other diagnostic labels, stated as a potential diagnosis, would be useful in the occupational health setting. These include potential for infection, potential for activity intolerance, potential for ineffective individual coping, potential for sensory alterations, and potential for violence.
The occupational health nurse also has a major role in emergency or urgent health intervention. Giving thought to nursing diagnosis during such care may seem too time consuming. However, urgent care is usually directed toward correcting a dysfunction in the individual's behavior, regardless of the disease process. Nursing diagnoses focus assessment and interventions to alleviate dysfunctional patterns. For example, regardless if the disease process is gastric bleeding or a crushing injury of the hand, the same nursing diagnosis (altered tissue perfusion related to heavy blood loss as evidenced by BP 90/60, pulse 120, respirations 30/min., syncope) is cor-Consistency in terminology and structure is important for • the effectiveness of nursing diagnosis. The use of a widely accepted diagnostic label promotes a clear understanding of the nurse's intended statement of the client's condition. CONCLUSION Nursing diagnosis is a developing feature in nursing practice. It has the potential to further clarify and delineate the scope and responsibilities of nursing care. In addition, nursing diagnoses can serve as criteria for the measurement of quality care.
To optimize the effectiveness of diagnosis in nursing, it is essential that representatives from all practice areas influence the development and use of the diagnostic categories.
Occupational health nurses pro-rect because it focuses on the dysfunctional pattern. Several ways to implement an assessment using nursing diagnoses as the organizing feature are proposed. Simply proceeding through the alphabetical list of diagnostic categories beginning with an assessment of activity intolerance and concluding with potential for violence is probably not the most efficient method for urgent care situations. Sherwood (1988) has developed an assessment guide that deals with this problem.
The nursing assessment is organized so that nursing diagnostic categories are investigated in the order of Maslow's hierarchy of needs. By listing the diagnostic categories according to Maslow's hierarchy, the essential physiologic needs are first assessed before proceeding to those functions that are important to health but not essential to life processes.
For example, the assessment guide begins with the collection of respiratory data to establish a diagnosis related to ineffective airway clearance, impaired gas exchange, or ineffective breathing patterns. The second area for assessment is cardiac function. Data collected in this area establish or rule out a nursing diagnosis of alteration in cardiac output. After the life sustaining functions are assessed, the nurse can identify priorities for immediate intervention. After the interventions are initiated, or if no interventions are warranted, the nurse then moves on to assess higher level needs.
